
 

Intake Inventory 

Minor (Child) Form – To be completed by the parent or legal guardian 

 

Personal Data: 

 

Name of the child or adolescent: ______________________________ Age: ____________ 

 

Grade in School: ___________________   Name of School: _________________________ 

 

Name of Mother: ___________________________ 

 

Street Address_______________________   City: ________________ Zip: _____________ 

 

Mailing Address (if different from above): ________________________________________ 

 

Occupation: ____________________________  

 

Cell Phone: _________________________ May we call this number?    Yes     No 

 

Home Phone: ________________________ May we call this number?    Yes     No 

 

Business Phone: ______________________ May we call this number?    Yes     No 

 

May we mail correspondence and billing information to the above address?  Yes    No 

 

Name of Father: ___________________________ 

 

Street Address (If different from above):  ____________________________    

City: ________________ Zip: _____________ 

 

Mailing Address (if different from above): ________________________________________ 

 

Occupation: ____________________________  

 

Cell Phone: _________________________ May we call this number?    Yes     No 

 

Home Phone: ________________________ May we call this number?    Yes     No 

 

Business Phone: ______________________ May we call this number?    Yes     No 

 

May we mail correspondence and billing information to the above address?  Yes    No 

 

 
501 S. Carroll Blvd. Suite 122, Denton, TX  76201 

940-380-1600 phone     940-383-1605 fax 
Freshperspectivescounseling.com     counseling@fpcounseling.com 



Child lives with ______________________________________ 

 

 

If there are other children living in the same household please list below: 

 

Name      Age   

__________________________________ _______  

 

__________________________________ _______  

 

__________________________________ _______  

 

__________________________________ _______  

 

__________________________________ _______  

 

 

Briefly, please answer the following questions: 

 

What are the main problems, as you see them, which bring you here? 

 

 

 

 

What have you attempted to do about them? 

 

 

 

 

Do you want counseling from a biblical, Christian perspective?  

 

 

 

Please describe your child/adolescent. 

 

 

 

 

Has your child/adolescent ever talked about suicide?      ______Yes      _____No 

 

If yes, please explain: 

 

 

 

 

 

Please list any medications your child/adolescent is currently on and any physicians he/she is currently 

seeing: 

 


